morning her bed was soaked in fluid, an escape of which occurred on other occasions and gave relief. Such a discharge was observed in the hospital and it consisted of a serous exudation from the skin. After the size of the abdomen diminished the patient was more comfortable, and she was always able to get about, although with increasing difficulty.
FIG. 1.
Large fibrocystic tumour. The anus is shown on the tumour wall, just below the right buttock. The vaginal tumour is out of sight.
Latterly, she carried her tumour in a piece of sheeting attached to her waist, but went out only after dark because the growth could not be hidden. The bowels were kept open by laxative medicine. After admission to hospital catheter specimens of the urine had a specific gravity of 1020 to 1025, and were sornetimes free from albumin; sometimes they contained a trace, which was attributed to accidental contamination. Micturition and defrecation were very difficult processes. The other systems were healthy, but the patient was thin and anaemic. When the woman was in bed, on her hands and knees, particularly if the legs were more or less out of sight behind the tumours and the bedclothes, the posterior part of her body appeared to rest upon the end of the growth, and the hind-quarters sometimes bore a close resemblance to those of a seal, so that the ignorant, especially if they only caught a glimpse of these parts, might easily have imagined that they had seen a creature half-woman and half-animal. The larger external tumour was attached to the left side of the anus and to the left buttock. Its dimensions were as follows: Greatest perpendicular measuremnent fromu sacrumi to pubes, 374 in; greatest horizontal circumference, 351 in.; smallest circumference of neck, 29 in. It was entirely covered by skin, the distal part of which had a scaly appearance as if from a prolonged, recently healed eczema, and it was not broken anywhere. In the recumbent position the anus was not seen until the tumour was pulled away from the opposite buttock. It was so dragged upon that the miucous membrane of the left side was exposed and very tender. When the patient stood erect the anus was still further pulled down and became visible below the right buttock. Digital examination of the rectum caused severe pain, and the finger did not pass upwards into the pelvis, but downwards into the external mass of tissue. Percussion over the upper part of the tumour adjacent to the anus showed that there was an area of resonance measuring about 6 in. by 4 in., but varying in extent.
The smaller external growth was attached to the left posterior aspect of the vagina, well within the ostiunm, which was mnuch distended.
This tumour had a constriction near its base and its measurements were: in largest diameter, 141 in.; in circumference of neck, 9i in. in length, 71 in. It was covered by mucous membrane, and its distal portion showed an extensive area of ulceration resembling that so commonly seen on a prolapsed uterus, which, at first glance, it was supposed to be. The vagina above the site of origin of this tumour did not appear to be affected or even displaced. The cervix uteri was in normal position and the passage of a sound showed that the fundus was fairly well forward, but it could not be felt by a hand upon the abdominal wall. The abdomen was uniformly, but only slightly, enlarged, and there was an area of dullness above the pubes rising nearly to the umbilicus, but no definite' tumour was marked out by palpation. Behind and to the left of the vagina there was an abnormal ill-defined thickening of the tissue, as if there was an isthmus of new growth extending from the internal to the external parts. The tumour in the vagina seemed also to be attached to this junction between the two other growths. The large external mass appeared to be either cystic or a very soft growth which contained some cysts. It became obviously more tense when the patient strained. The vaginal tumour seemed to be a soft solid mass. The patient complained of no pain except in the anus when it was examined and when the bowels moved. She was wonderfully cheerful.
These conditions were seen by most of my colleagues, and amongst others by Sir Francis Champneys, who examined the patient with me after she had been anaesthetized, and he kindly permits me to say that, in his opinion, the tumour was fibro-cellular and subperitoneal and that it occupied the abdomen and came down into the buttock. He also agreed that a--ttempt should be made to remove it. The very serious nature of the proposed operation was clearly explained to the patient, and she was anxious to have it performed.
The proceeding consisted of making a circular incision round the large external tumour, well away from its base and from the resonant area. The skin and a layer of fat were divided, and there was another well-marked deeper capsule, within which Douglas's pouch was opened, and a large mass of soft, shapeless material like a congeries of big coils of intestine matted together was exposed. This was not intestine, and was not in the pouch of Douglas, but extraperitoneal, and it consisted of elongated, thin-walled cavities containing, but not distended by, a thin, clear, yellowish fluid. The rectum was easily defined and avoided, there being a layer of loose connective tissue between it and the new growth.
As it was clear that the tumour could not all be enucleated from below, an incision was made in the middle line of the abdomen above the pubes, and a new growth was exposed very closely adherent to the left side of the bladder, which was raised high up towards the umbilicus. In separating these the bladder was opened accidentally, although its position had been defined by passing a catheter into it. The opening was immediately closed, and was in itself unimnportant. The abdominal tumour rose as high as the umbilicus. It was soft and somewhat flat, like a thick cake, and it lay altogether in front of the abdominal cavity. There was another smaller, rounder growth behind the uterus. Neither of these expanded the broad ligament. All the tumours met in a narrow portion in the anterior part of the left side of the pelvis, and they were removed, two from above and two from below, with the exception of a small piece at their point of junction. After many vessels were ligatured the incisions were closed, the great cavity in the external wound being drained. Several of my colleagues kindly joined in adopting the usual measures for preventing shock, and the paktient was put to bed alive, but the operation had been an exceedingly severe one, and she died about half an hour later.
A post-mortem examination was obtained and it was then discovered that the ureters were dilated to a diameter of half an inch, and the kidneys and their pelves were also enlarged. All the other organs appeared healthy, but of course anaemic. The remaining portion of the new growth was removed. This part was very narrow, not more than an inch in diameter, and it was held firmly against the anterior portion of the left side of the pelvic brim. There was no difficulty in separating it from any hollow viscus, or from the bone and muscles external to it, but it was adherent to, and apparently continuous with, the fascial structures covering these muscles, and which seemed to hold it in position. Its removal laid bare the ascending ramus of the left pubic bone and the obturator vessels and nerve.
The parts removed at the operation after much fluid had drained from them weighed 391 lb. All the solid parts consisted of a soft, very cellular fibroid tissue, and Mr. Shattock discovered some unstriped muscle-fibres in parts of the lower growth. The vaginal tumour has been preserved in the Royal College of Surgeons. It is solid and has shrunk very much. The larger external mass had a solid area about 4 in. thick below the cystic part, and this (a portion of which was exhibited) lay on a table as a flat piece of growth pliable in any direction. This solid part was clearly an expansion of some portion of the floor of the pelvis, and it was continuous with the inner capsule, mentioned in describing the removal of the tumour, which undoubtedly was the greatly thickened pelvic floor expanded over the cystic portion of the growth.
It is not easy to form any opinion as to the exact site from which this remarkable tumour arose. A soft, solid, or cystic growth behind the uterus and another beside the vagina existed six years before the patient was first seen by me, and it would appear that the paravaginal growth rapidly escaped through the cicatricial tissue formed after an incision was made into it from the vagina. Probably these were the first parts to develop. The anterior abdominal and the larger external masses seem to have consisted of an extension of new growth along the fascial planes upwards and downwards. The large cystic portion was attached to the upper surface of the new growth which developed along the fascia of the pelvic floor, and apparently invaded the muscular tissues also. Probably this cystic portion was dragged or pushed down out of the pelvis and abdomen during the straining excited by the attack of diarrhoea in August, 1910. The pouch of Douglas and its contents were necessarily displaced as the pelvic floor descended. In the lower abdomen and about the brim of the pelvis the muscular structures forming the abdominal and pelvic wall were completely laid bare by the removal of the growth. Chiefly for this reason I would hazard the conjecture that the tumours grew from fascial tissue. They showed *no sign of malignancy except the obvious tendency to continuous growth, and the fact that the patient remained so comparatively well arose from the absence of pressure upon any important organs except the urinary tract. The urethra appears to have been first pressed upon, but the pressure seenmed rather to diminish as the growth enlarged. At any rate the need for catheterization ceased.
The great danger of the operation was due to the delay in operating, which allowed the abnormal renal condition to develop, with a consequent anaemia and depreciation of resisting power in the body, and which necessitated an excessive manipulation in removing the growths.
When I saw the patient she was convinced that surgical interference offered the only hope of recovery. At an early stage of the illness this was not so obvious, and it was most unfortunate that she did not afford the fullest opportunities for considering her case to one of the surgeons whom she consulted in 1905 and 1906, or to some other surgeon at an earlier date. When these tumours were of moderate size it would, in my opinion, have been sound practice to have examined them from within the abdomen, and this procedure would in all probability have been followed by their removal, and by a complete cure of the patient.
DISCUSSION.
Dr. HERBERT SPENCER said this remarkable case had been under his care about six years ago at University College Hospital. At that time there was no external tumour, and only a small cystic tumour to the left of the vagina and a very indefinite swelling in the situation of the left broad ligament. The patient was in perfect health and complained only of slight difficulty in micturition. Regarding the case as a vaginal cyst, with probable extension into the broad ligament, he had cut into it below and found a soft fibrous wall enclosing a tubular cavity which admitted the forefinger and a sound in an upward direction for 4 in. Though the smooth lining of the cavity somewhat puzzled him, and he regretted not having cut a section of the wall, he regarded the case then as probably a closed accessory vagina, and tied a large tube in to drain it. He had not seen the patient since her convalescence, but having heard that the tumour was growing externally, he had written to the patient to come back to him for further treatment, but the patient declined to come, although advised to do so by a surgeon under whose care she had placed herself. It was now evident that the tubular cavity which he had opened was degenerative cyst in the soft fibroid. The enormous dimensions of the tumour shown necessarily rendered the operation very dangerous; but, as far as he was concerned, it was the refusal of the patient to return which prevented an earlier operation.
Mr. ALBAN DORAN noted that these large " paravaginal tumours " were of the same type, anatomically and pathologically, as the fibromata and fibromyomata of the broad ligament independent of the uterus, which in turn were homologues of the fibromata and fibromyomata which developed behind the mesentery. Paravaginal, mesometric, and mesenteric tumours of great size had been described by Fellows of the Section, including himself.' The tumour usually gave trouble to the operator because it rarely caused pain to the patient, and she consequently deferred medical advice until it had become inconvenient owing to its bulk. This bulkiness involved obvious operative difficulties and dangers. The true fibroma, myoma, or mixed tumour of the vagina developed in the vaginal canal itself-in the duct of Miller, in fact-and so did the homologue, the common uterine fibroid. It grew very slowly, but gave inconvenience to the patient, so that she usually consulted a doctor before it had attained a large size. Its removal, by enucleation, seldom proved difficult. Thus the " paravaginal" and vaginal tumours, histologically the same, were quite different from an anatomical, clinical, and surgical point of view.
Mr. BUTLER-SMYTHE remarked on the rapid growth of such tumours as those betore the meeting. He was peculiarly interested in these cases, inasmuch as he had had unusual opportunities for observation relative to the progress of the patients, and quite realized the difficulties with regard to diagnosing the actual conditions; and also because he had been fortunate enough to assist at both of these very formidable operations. In Mr. Malcolm's case the patient was delivered of her only child in 1902, and, so far as could be ascertained, no difficulties were met with at her confinement. Two years later she was said to be perfectly well and able to perform all her household duties. In May, 1905, the first evidence of pelvic trouble was noticed-" stoppage of her water," and this led to an examination which resulted in the discovery of a growth in the vaginal wall. It was quite evident that at the time of her first operation there were no large tumours, and yet a year later, when she presented herself for examination, three large swellings were found-one in her abdomen, another in her left buttock, and a third in her vagina. In 1911 these had increased to the enormous size shown in the photographs. In Dr. McCann's case the growth had been in existence for six years, but had rapidly increased in size within the last twelve months. In each instance the mode of descent was almost identical, the growth appearing beneath the pubic arch, advancing along the ramus of the ischium between the obturator fascia and muscle, and then extending into the gluteal region. Mr. Butler-Smythe believed with Dr.
McCann that these tumours probably originated in the visceral layer of the pelvic fascia. Happily they were of rare occurrence, for even when recognized the operation for their removal required more than ordinary skill.
Mr. MALCOLM, in reply, said that he quite agreed, and had stated in the paper that it was a pity the patient did not give the surgeons she consulted in 1905 and 1906 every opportunity for considering her case, and did not even urge with importunity that they, or some other surgeon, should reconsider her condition at an earlier date.
Tubal Pregnancy in the Fourth Month of Gestation;
Removal of the Unruptured Sac.
By R. DRUMMOND MAXWELL, M.D.
CLINICAL HISTORY: C. B., aged 24, married five mnonths. Menses regular before marriage. Last menstrual period, first week in May, 1911 . No abnormal symptomns in May and June. Mid-July: Indefinite pain; vomiting; mass felt by patient rising a couple of inches out of the pelvis and to the left of the mid-line. This was thought by the patient to be the naturally enlarging uterus. August 2, 1911: A severe attack of pain occurred but passed off without medical assistance being sought. August 8: A severe attack of pain and vomiting occurred, associated with some collapse. Patient's medical attendant suspected ectopic gestation and sent her (to the writer) for confirmation of diagnosis. August 9: Patient seen in consultation, looking very ill and haggard; intense pain localized to well-defined swelling reaching halfway to umbilicus on left side of mid-line. General signs of pregnancy well marked. Both breasts active. Per vaginamr: Marked softening of the cervix; uterus easily recognized; whole organ markedly enlarged, softened and pulpy; Hegar's sign not obtained in it. In the left fornix was detected the lower pole of the swelling previously felt abdominally. The mass, which pushed the uterus over to the right side, was perfectly mobile but intensely painful to the touch.
The diagnosis made was that of unruptured extra-uterine gestation sac (with a reservation for early pregnancy complicated by a twisted ovarian cyst). There was no bleeding from the uterus nor any history of it.
Laparotomy was performed within a few hours of first seeing the
